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1) | hereby confirm fhat all details i this Farm are True 1o the bast of my knowledga, Any false statmmant will render my Application & ongoing assistanes, (! any,
Eablz for rejsctionicanoeliEtion,
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1] By afiiang my sigeelure or hemb mpression oo ibis Form, | (Agolican) kerety sgree & aulnonse Koshika Foundation and it's Trustees in

wselpubllshiput-upfreproducs my name, sddress, phota & detaie of fhe “purpnss”. for which such assistence b5 requastedigranted, through any
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will nat autematically entitle me for receiving of eontinuing the said assistance. The decigion for granting endfor continuing The assistance will rest solely
with 1he Trusiees of Kashika Foundation, and their decision i2-this regard will be finel and scceptable to me.
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By affiing haraunder, signaturs of our Authotised Signatory for recommanding Inis case/patient for financial assistance from Keshike Foundation. we
(Heapital) horeby affirm & accept following:

1} fhat we pedher are presently nor will In future avall of inanclal assiztance from snotfier NGO or any other source, for the same patient/case, asWe are
requasting Lo gat irom Koshika Foundation, fo the sxlent that such assistance i granied by Koshika Foundalion, I tha requested sssistance is not granted
by Koshika Foundation, in part arin full, then the Hospital reserves It's right to make up the shorttail from another NGO erany oiher souice, This
canfirmation essentially states that the Hespital will not avail any duplicats asslstance for 1he sams patlent'c2sa from any olfer NGD or any oihes spurcs,
2} The assistance from Koshika Foundafion is anly firsncial in nature. The choice of the ireatment/procedure advised/conducted by the Hospital on the
patiant, is based on the Brrangement betwesn the patient & the Hosplial, and is in ng way Influenced by Koshika Foundgation, Hence, the Hospisl will
azgume sole & complete responsiiity of the reatmant & iUz outzoms & safsty of the patient. and Koshika Foundation will have na robe or rasponsibility
in the matter,
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